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INTRODUCTION 


Since coal-minins records have been kept, renorts of all mining States 
show that each year the lives of many workers have been sacrificed in the pro- 
duction of coal, and Illinois has contributed its snare, Illinois reports for 
the 50 years 1882 to 1932, inclusive, snow that 6,673 men were killed--6,121 
underground, 340 in the shaft, and 212 on the surface, Of the fatalities 
underground, 3,116 were caused by falls of roof or sides, 1,111 by haulage, © 
630 by explosives, 577 by gas explosions, 139 by electricity, and 548 by other 
causes; 166 of the snaft fatalities were caused by falling down’the shaft, 143 
by the cage, and 31 by other causes; 108 of the surface fatalities were caused 
ty railroad cars, 46 by macilinery, and 58 by other causes, 


Most of those engaged in mining are still of the opinion that it is an 
extremely hazardous occunation and that it is practically impossible to oper- 
ate without accidents; however, students of safety in mining now believe that 
with the proper attention to accident prevention mining may be conducted with 
little, if any, greater accident rate than that of other supposedly hazardous 
industries, There is no mystery connected with accidents in mining; reports 
show that the majority are due to two main causes, falls of roof end sides and 
haulage, Mining comoanies in Illinois, as well as in other States, have 
proved in the past few years that the hazards of mining, like those of other 
industries, can be controlled to a large extent and the mines operated with 
few if any accidents, provided a great enough effort is made by employer and 
worker . 


Although the past accident rate of Illinois may commare favorably with 
that of other mining States it is higher than it should be; the fact that 6,673 
men (an average of 133,46 per year) were killed in and around the mines of the 
State between 1882 and 1932 indicates that accident prevention should receive 
more consideration in the future than in the past, 


1/ The Bureau of Mines will welcome reprinting of this paper, provided the 
following footnote acknowledgment is used: "Reprinted from U. 5, Bureau 
of Mines Information Circular 6813," 

2/ Associate mining engineer, U. S, Bureau of Mines Safety Station, Vincennes, 


Indiana, 
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As it is only through Imowledce of the causes of accidents that intelli-~ 
gent steps can be taken to prevent their recurrence, revorts on fatalities in 
Illinois mines have been reviewed for the calendar year 1933 in the hops that 
the inforaation may assist onernators and workers iu vreventing fatalities from 
Similar caises in future, 


Through the courtesy of James McSherry, director, State Devartment of 
Mines and Minernls for Illinois, it was possible to stucy the fatal injuries 
reported by the district insnectors for 1933, These reports show that 71 

fatalities occurred in the State during the year; 59 (83.1 percent) occurred 
in mines that ship by railroad and 12 (15,9 percent) in small local mines. 
teadles 1 and & list the fatalities according to c2uses and occupations. 


TABLE 1, ~ Fatal injuries during 1923 by causes 


1 Number of | | Percentage of total 


eGo UpCereromid: Tatalities ....... __| sian number of fatalities 


Falls ox roof CHOOT SHH SCHOTT COE HO EOF ECECO HEL ODEE?® 36 50.7 
HElIS- Of Lace Or 210 COo] «ssa skawwn oateawes 9 12.7 
Mine cars ree ee oe ee a i a 2) 8 11,4 
Coupling CATS eseevcecrsceenetsovecveecenesersenr Pa 28 
Locomotives Beostertoeeeeassteeeteeesttoennerstenevse 2 2 98 
WISCONLCILy aaumiuecasseasassesnecaseureeat 3 4c 
Gas and dust exolosions SEREUEREEERE ETE eee lL 1 4 


Mine fires ewererenr eee ae ee ee 
orplosives CROC OR HHO e SOO ED FOr EO CERES OR ELE OD 
MINTS OCI LOCS: «64 e.cessie-0 0 695. e6eaa aes oeiwawe 
Loading machiies COCR OTOH POT OOEHEOR ROLE OED 
Suffocation (other than fires or explosions) 
Animals CCCC OCHRE SECO FAS H OP OOOH HO PELLET EL EC® 
falling cbjects COTCHO HC EEOC CHOKE LOO EH LE THE® 
Flying coal from shots Co Cereoereorecesresece 
Shaft O20: 0070 1010) 00 0 989 BURKE C8 058888 20:8 109 1018 0X82 68 
Palling down shalt sesccssvcccsscuscsnccsence 
Cage Oe 
Miscellanenus CFO CO Ce ESO CHET HO ROEHL ERE SESE OOE® 


49D labor a a i i oe ee Se a rr ee rr Sr 


Total e@eseeaeveeeneeeescoerveadceveesn 8 eens geeden 8s 


Serco <<. 


ee ee nena anges aa I a = 


Table 1 shows that falls of roof raniz first with 36 fatalities (50.7 ver- » 
cent of the total number), falls of face and rib coal second with 9 fatalities 
(12,7 percen$, mine cars third with 8 fatalities (11,4 percend, and electricity 
fourth with 3 fatalities (4,2 percent). 
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TABLE 2. ~ Fatal injuries during 1933, by occupation 


Erne 02 4 EEE - ene Reese 


Number! Percentage | Number | Percentage 
of of total of of total 
Occupation | fatal~| number of |; Occupation fatal- | mumber of 
ities | fatalities itios fatalities 
Examiners geecseree 1 1,4 Ji Cagers weccceeees| om iets 
Conveyor loaders .,; 10 14,1 Blectricians ...e.| ---- ies ae 
Miners C0888 COS 6 20 28 2 Pumpers ertevercrore ooo wee oo ~~ ee 
;: Mining machinemen ° 9 12,7 Drillers ereseeege Pre ree ae a a atime 
Loading machinemen, 1 1.4 Superintendent | 
Motormen e-seccccee 2 208 OF OWNEY esoesee| 2 2,8 
‘Trip riders ,.cocece 7 9.9. Mine manager ose.) "7 | =---- = 
Drivers coopere seve 2 28 Face boss ereoccee ae | ener = 
Trappers ercecvesee, MOT ™ | errr Motor or part ing 
Tracklayers eorvesee 2 £8 boss erecerevese mmwes ania 
Timbermen ,cccrecece 6 8,5 Shift boss eecsee|: 1 1,4 
Laborers essccocece ra 2.8 || Miscellaneous ,.. 1 1,4 
Shot firers eesteere 2 208 Top labor eoreree 3 : 4.2 
Total ,eecccec 71 109 ,0 


fable 2 shows that hand-loading miners rank first with 20 fatalities 
(28.2 percent of the total number), conveyor loaders second with 10 fatalities 
(14,1 percent), mining machinemen third with 9 fatalities (12.7 percent), 
trip riders fourth with 7 fatalities (9,9 percent), and timbermen fifth with 6 
fatalities (8.5 percent), 


Information obtained in the review of the reports and evidence at the 
coroners! inquests have been summarized for each fatality. 


Fatality 1 


4 miner's left thigh was crushed so badly by a fall of slate that it was 
necessary to amputate the leg; blood poisoning and a lung abscess developed, 
causing his death 40 days later, 


According to the report the place was well~pronped, but a piece of slate 
about 5 feet wide, 7 feet long, and 8 inches thick in the center swung two 
props and fell on the deceased, While the room was supposed to be well- 
propped, the fact that the slate swung the props is evidence that it was not 
secured properly, Doubtless, closer inspection of the slate by the vibration 
method would have revealed the necessity . of taking it down, instead of trying 
to secure it with props, 


Fatality 2 


4 trip rider's left leg was crushed between the locomotive and the ribs 
he died as a result of the injury, 
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The report on this fatality states that the trip rider was on the rear 
end of a gathering locomotive, While passing over a room switch the front 
trucks of the locomotive went straight while the rear trucks "split" the room 
switch, causing the rear trucks to start in the room switch and thereby de— 
rail the locomotive, The trip rider was thrown off the locomotive and his 
leg crushed between the rear end of the locomotive and the rib, 


The report does not state whether or not the room switches are provided 
with switch throws, When switch throws are provided at room latches and the 
throws and latches maintained in good condition, there is little likelihood 
that rolling stock will "split" switches and cause derailments like the one 
resulting in this fatality, If switch throws are provided at room latches in 
this mine, closer insvection of the locomotive and track might reveal some 
defect, although the report states that the switch and the wheels and flanges 
of the locomotive were in good condition, Another possibly important factor, 
not mentioned in tne report, is the position of the trip rider on the loco- 
motive, The writer has often observed trip riders sitting on moving locomo- 
tives with nothing to which they may hold and their feet hanging down along- 
side the locomotive; in this position a sudden lurch of the locomotive is 
likely to throw a trip rider off and cause a serious accident, if not a 
fatality. 


Fatality 3 


A miner, moving dirt with a tractor at a strip mine, was killed by a 
niece of rock falling on his head; the rock was thrown by a shot in the striv 
pit, | 


According to information in the report, the deceased was about 150 feet 
away from the shot when he was nit by the rock, Whether he knew the shots 
were being fired is not stated in the report; it should be the duty of those 
in charge of such work to see tnat all employees in and around the pit are at 
a safe distance from shots when they are fired, 


Many companies engaged in open=pit mining, whether coal, rock, or metal, 
have a system of signals to indicate when shots are going to be fired, When 
these signals are given, all employees are required to move to a safe distance; 
where employees cannot move to a safe distance, suitable buildings should be 
provided for their protection until after the shots are fired, 


Fatality 4 
A trip rider was killed on the entry by a fall of slate, While two empty 
cars were being placed in a room, the second car jumped the track at the frog 
and knocked out a prop set in the Y of the room switch; the derailed car was 
pulled onto the track, and the trip rider was standing near the place where 
the prop was knocked out when the slate fell, 


The report does not state whether the derailment, which may be considered 
the direct cause of the accident, was due to dirty roadways, defective car or 
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track, or some other cause, Possitly the roof may have been timbered with 
crossbars, instead of provs, set along the roadway where they are likely to 
be Imocked out by a derailed car, All employees, rezardless of where they 
are working, should be cautioned to keep from under places where timber has 
been accidentally knocked out until the roof has been retimbered or taken 
down; particularly is it desirable not to stand under a place immediately 
after the support has been Jmocked out, 


Fatality 5 


A shot firer was asphyxiated by noxious gases given off by black blast- 
ing powder, 


The report on this fatality states that two shot firers had finished 
shooting in a section of the mine when one of them remembered he had failed 
to tamp a hole in one of the rooms, The deceased accompanied him to the 
room to assist in tamping the hole; while engiged in this work tney were 
both overcome, Artificial resniration was performed on both, but one man 
could not be resuscitated, 


When black blasting powder is used for blasting it is lixely to give 
off carbon monoxide and other poisonous gases; and this, together with its 
. well-imown tendency to ignite easily and to cause dust or gas explosions 
makes black blasting powder in any form dangerous to use in coal mines, 
Shot firers or others working in a mine should not go into places to work 
immediately after shots are fired; they should wait until the smoke and 
noxious gases have been removed by ventilation, 


Fatality 6 


A tracklayer was killed by a fall of roof while laying track ona 
parting, 


The report on this fatality states that the deceased sounded the roof, 
aoparently thought it was all right, and started to lay the track, when a 
large chunk of slate fell from between two invisible slips, killing him 
instantly, | 


No mention is made in the revort of the method used to sound the roof, 
but it is presumed that it was the one generally used by most miners of 
hitting the roof with a pick, If the viece of slate was large, this method 
of sounding the roof would not indicate its true condition, particularly if 
the slate contained invisible slips, Had the vibration method of sounding 
roof been used, doubtless the true condition of the slate would have been 
determined and props set to secure it. Since there is always a large expanse 
of unsupvorted roof on newly made partings, safety props should be used until 
the roof can be timbered otherwise, 
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Fatality 7 


A timberman was killed by a fall of slate while cutting a hitch in the 
Tidy 


According to the report on tnis fatality, the roof was bad at this place 
end the weight was gradually turning over an I-beam support. It was the in~ 
tention to set an I~beam on eechn side of the defective beams while the timber- 
man was cutting a hitch in the rib about 2 feet from the defective beam the 
weisht swung 4 other I-beams, permitting a large quantity of slate to fall, 
killing toe timbermon instantly, 


No statement is made in the report as to whether the rocf and timbering 
~ere examined carefully to determine the true condition cf the place; this 
should be done at all times under sucn conditions, Accident records of the 
mining industry show that a number of timberricn, as well as some other under~ 
ground employees, have been killed in this way; all comoanies should adopt 
a systen of using temporary safety props wheu setting tiwher under dangerous 
root conditions, tne safety prons tu remain in place until the permanent 
timber has been set enc the vlace iuade safe, 


Fatality 8 


A rociman was killed by a fall of slate while cleening rock off the coal 
in a room face. 


Tne rociman working witn tne deceased started to nuli down a "pot" roci 
in the rcom where the accident occurred, The deceased sat down about le feet 
from tue rock; ais buddy asked him to sound the roof above him, wnicia he cid, 
He said it was safe; when the rock fell it broxe tne slate over the dccezsed 
and crushea his chest, 


Accidents fron this cause are not infrecuent in coal mines; in pulling 
down loose slate which sounds solid and is aoparently safe, the smposedly 
solid material will rin and fall with slate that is knowa to be looss, When 
loose slate is being taken down, all other undergrovnd employees ncar the 
loose material and not assisting in tuis work should retire to some voint 
supported by timbers or to a point whore they imow there is no likelihood t.st 
the slate will fall, 


raj 
€O 


ntality 9 


| 


4 miner was fatally injured about 7315 a.m, by a fall of rock and died 
about 11:30 a.m. the same day. 


The report states that the deceased and his buddy were worlsing in an 
entry; the mine manager had been in the place and told them to watch the roof 
and he would go to prepare anather nlace for them, bout 5 minutes after tire 
mine manager left the place, some clod about 2 feet thick, 6 fect long, and & 
feet wide fell on the decoased; after the clod nad fallen, a blind slip was 
exposed to view on the left rib, : 
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Juéging from the information contained in the report on this accident this 
niece of clod could and shonld have been timbered or pulled down before the men 
vor'.ted in the place, If the mine manager knew the place was in sucn a condi- 
tion tuat ne deemed it advisable to prepare another vlace for the men to work, 
he should have seen that the clod was pulled down or securely timucred at once 
cr should have vronibited the men from working there before he lert the entry, 
Numerous fatalities, as well as many serious nonfatal injuries, have cccurred 
in Tfllinois’and other minine States when foremen imew tuat men were worlcing 
under loose roof, warned them of the danger, and told tnem to set props but 
left the place without seeing the instructions put into effect, When foremen 
tind uncerground men working under dangerous roof they should insist that the 
workers either pull down the loose roof or timber it securely; if this is not 
done before tley leave they should prohibit work in the nlace, 


fatality. 19: 


A machine nelper was fatally injured by a slate fall wnile snoveling 
cuttings at a room race that was being undercut, 


wnue report states that the cscensed had been instructed to take down the 
loose roof and watch the place, He had tried unsuccessfully to take dowm the 
piece that fell and, thinking the roof was safe, started to work under it, 
he nad worked only a few minutes when the slate fell, 


Tre report on this fatality, lixe taat on fatality 9, indicates that tell- 
ing ea man to be coreful will not orevent fatalities from this cause, Dangerous 
root that cannot be taken down should be securely timbered; if it cannot be 
securely timbered or pulled down, it should be shot down, 

gatality 11 

A machine nelper was killed by a fall of face coal while shoveling cuttings 

at the face of a room being undercut. 


According to the renort on tuis fatality, the room face was "sounded" by 
the maciinemen before they started to undercut the nlace and was considered by 
thea to be solid; nowever, when they were almost through cutting the place 
about 2 tons of face coal fell, cz rushing the decerzsed azainst the machine, 


Falls of face coal hive been responsible for many serious and fatal acci~ 
Gents in Illinois, as in many other States with fairly hign coal, Face coal 
tat sounds solid before the place is undercut may contain slins or cracks 
from vrevious shots or due to cleats, and after the coal is undercut it may 
tall without warning, Many accidents from falls of roof can be prevented, if 
not elininated, by systen.tic spraying of the faces while they are being 
undercut; in one Illinois mine which adopted this system no such accident has 
occurred since tuis precaution nas been taken, 
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Fatality 12 


A conveyor loader was l:illed by a fall of rib coal while pulling down 
coal at the face, 


The report on tnis accident states that some loose coal on the rib had 
been left from the cut before the one being loaded out. The face boss had 
been in the place and told the loaders that the rib coal was dangerous and 
should be taken down, The loaders tried to pull the rib coal down but failed, 
claiming it was too tight; when some standing face coal was pulled down with 
a bar the loose rib coal fell with the face coal and killed the deceased, 


Doubtless this loose rib coal was held in place by the face coal, If it 
was necessary to pull down the face coal first, sprag should have been set 
against the rib coal, However, a little work with a pick probably would have 
released the tight end and permitted the coal to fall without causing the 
accident, This accident, like some of those previously mentioned, indicates 
that it is not always sufficient for a foreman to tell an employee to make a 
dangerous place safe; he should require men working under dangerous conditions 
either to make the nlace safe or to quit working there, 


Fatality 13 


A cutting-machine operator was killed by a fall of rock while undercutting 
near tne face of a room, 


The roof in the place was “heavy"; the foreman warned the machine men 
about it and told tnem to be careful; they were given a set of tools and told 
to pull down all loose slate and to timber the place before starting to cut 
it. They moved two props and took down some slate but left loose slate at the 
face, which fell and killed the deceased, 


Many accidents occur from falls of roof and coal because men rely too 
much on their judgement. Loose slate eitner should be woulled down or securely 
timbered and made safe before men commence to do other work; if foremen visit 
a place and see that it is dangerous, they should supervise the work of making 
it safe, 


Fatality 14 

A cutting-machine helper was killed by a fall of clod, 

The machinemen had finished undercutting a crosscut in an entry and were 
loading the equipment on the machine to move to another viace when the helper 
was killed by the fall of some clod 14 to 7 inches thick, about 7 feet wide, 
and 8 feet long, 


Although the report states that the roof was sounded before and after 
the place was cut, nothing is said of the method of sounding or the interval 
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between the last sounding and the falling of the roof, The vibrations made by 
undercutting the coal tend to loosen the roof, If the ordinary method of 
sounding roof wes used it may have sounded solid. If the vibration method had 
been used the true condition of the roof might have been revealed, indicating 
that it should be taicen down or timbered, Too much stress cannot be laid on 
the necessity for using the proper method of testing roof, testing it often, 
ce Be erie noes nea eee on personal opinion as to the condition of 
e roof, 


Fatality 15 


One of the owners of a small mine was assisting the shot firer when he 
was fatality injured by a piece of rock thrown by a shot, 


According to the report the snot firer had lighted the shot in the face 
of the entry and shots in the three rooms outhy the face of the entry, The 
deceased was standing in the neck of the fourth room, about 120 feet outby 
the face of the entry, when a piece of rock thrown by the shot hit him on the 
leg above the ankle, breaking both bones, Tne report does not state whether 
tne man died from hemorrhage, shock, or some otner cause due to the injury. 


Evidently the deceased was not as far from the shot as he should have 
been, ‘The miner who prepared the shot stated that it had 44 to 5 feet of 
fuse; if this was the case, the amount of fuse should have given the deceased 
plenty of time to retire to a safe place; those engaged in shot firing should 
be sure they are in a safe place when the shots are being fired, 


Fatality 16 
A miner was killed by a fall of slate, 


Nothing is said in the report on this accident, except that the deceased 
was timbering in the entry when the slate fells it is presumed that the roof 
was not properly tested to determine its true concition, Reports should be 
more explicit and give cefinite information regarding the conditions surround- 
ing accidents and what the deceased was doing at tiie time of the accident; 
if this is not done it will be difficult to iearn fromaccidents that have 
occurred how te prevent similar accidents in future, 


Fatality 17 


A clean-up man in a mechanized mine was killed by a fall of slate and tov 
coal. 


The report states that the place had a coal top and was timbered within 
10 feet of the face and that two unseen slivs in the roof near the face 
caused the roof to fall, The face boss was in the place a short time before 
the accident happened and reported that the roof sounded safe and the place 
was well-timbered, The machine had loaded three cars on the left side and 
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several in the center of the nlace; he had started to load on the right side 
of the room. After some of the face coal on the riznt side of tue place wes 
released, the top coal and slate fell, exposing to view the two unseen slips, 


Waiile the infommetion contszined in this report indicates that the place 
was welletissered and taat the roor sounded "sood" some tise before it fell, 
it also snows the necessity for the syctematic sounding of roof while the coal 
is being loaced, Is the vibration method had been used end tne roof carefully 
tested cn the right side rhere the fall occurred before the loading waciine 
started to onerate, dovbtless this loose roof would have been detected end 
provisions mace either to pull it cown ov to tinder it securely. 


some companies have adopted systematic testing of roof, usin a combina- 
tion of the sound and vibration method; they require loacing-machine crews to 
test tne roof in a room before the lonpding machine is onerated and at regular 
intervals wnile the coal is being loaded, Since adonting this system and 
systematic timbering, they have greatly reducei accidents from falls of roof 
witnout reducing the outnut of tne loading machines, 


fatality 18 


——— 


A conveyor loader was killed by a f-11 of rock, 


According to the renort on this accident, the loader was switciuing a 
loaded car in a room witi a mule, The car was off the track, and crossbars 
that had been suvorting the loose coal were lying on top of the car; it could 
uot be determinec wheter tne car in jumins the track oi wietuer coal on top 
of the car imiocked out the crossbars, The fall of rocs killed both the loacer 
and tie mile, . 


Tae renort does not give information concerning the renl cause of the 
accident, Tue crossbars svonortine the roof may have been ‘mocked out by the 
car jumcing: the track cue to dirty roads or defective cary; the crossovers may 
have vecn low and the car louded too igh, catcning the crossbars and knoccing 
them outs or the crossbars may not have been sufficient to suoncrt tne weisht 
on thea, »ermitting the slate to fall wher the car was beinys switched in tne 
roou, The information contaized in the report indicates tne need for more 
sereful inspection of roof, timhering, rolling stock, and heignt of loadec cars 
when they have to pass under low crossbars; also, more information should be 
sive eas to the underlying cause or causes of the accident so steps may be 
takon to »~revent occurrence of similar accidents, 


Patality 19 
A loadinz-machine operator was fatally injured by a fall of rocx while 
moving; iis machine bacx fron the face of a room, 
s fa 
found well-tinbered and safe before tne coal was loaded out, but a faclt in 
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the roof near the face cnusad tne slate to break loose at the face, The fall- 
ing material dislojieed several timbers, ceusinz slete to fall vhich crushed 

6 2 
the decenrsed against the machine, 


Tne vlace may have been well-timbered, but there is always more or less 
arep. oF ansunvorted roof when luadins machines are used, tuerefore the roof 
et the face should be sounded at remuiar intervals waile coal is being loaded 
cut , 


fetality 20 


& miner died from bluod poisoning fron a cut about 1 inch long, waich 
was mace on the forearm by a snaull piece of top coal, 


Tie renort on the injury states that. the deceased was taking down a 
pisce of top coal ebout 8 inches thicl: when a small niece fell and hit 
in tne forearm, Tne foreman gave him first-aid treatment and told him to get 
to the Goctor to unve tne wound treated and dressed when he reacned home, 
The deceased finished the day in the mine ane worked the folloving day, Five 
cays aiter tie injury occurred the doctor was summoned to treat the injury; 
it had developed a serious tyne of infection which became general, and death 
resulted 13 days after tre injury. 


It is essential to nrevent smell aE as well as those of a more 
serious nature; therefore, regardless of the ind of wor being done care 
snould be taizen to prevent even small injuries. Ween small wounds are received 
they should not be neglected as was the wound which caused death in this case; 
deaths from infections among miners, Cue to the neglect of small and apparently 
insignificaim wounds and scratcnes, are by no means few in numer, 


fatality 21 


wnile exemining; a local mine a miner was burned by a gas explosion and 
Cied the following cay, 


Tie reoort on this ratality states that the deceased was using an open 
Lliztnt and ignited gas in an entry; his buddy warned him not to maxe the exum- 
ination, as he was not a certified excminer, 


Ventilation should be -wintained in locel as well as in larger mines so 
exniosive mixtures of methane and air will not eccwmlate, Only certified 
examiners snovld examine mines, and it is very poor practice to use an open 
light wien making a mine examination; it is true that the open light is a 
sure method of finding an exnlosive mixture of gas, but its use intesting 
often results in the death of one or more men, as well as in the destruction 
of vroperty, Examiners si.culd use only permissible flame safety lamns or 
other equally safes end erfective gas<detecting devices, and if adcitional 
light ic needed a permissible electric cap lam should be provided, 
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Fatality 22 
A miner was iilled by a fall of rock, 


At the beginning of the shift the deceased had placed two orovs under 
tae rock at tne face and continued to load coal until about 2:00 p.m, when 
tne rock fell, killing him instantly; a coal slin was exposed in the roof by 
the fall of rock, 


Doubtless loading out the coal had removed suvport from the rock; had 
this piece of slate been examined at regular intervals by the vibration and 
sound methods, its true condition would have been determined before it fell, 
and the deceased could eituer have ».ulled it down or set up additional props. 


Fatality 23 
A miner was killed by a fall of slate in a small local mine, 


The deceased was a loader aid the mine manager; at the time of the acci- 
dent he was working in a room that nad some draw slate, and a snort time be- 
fore tne accident he had taken down all that he could, but apparently more 
became loosened and fell on him while he was loading a car, 


Nothing is said in the report about the interval between the time the 
deceased pulled down the slate and when he started to load the car, althougn 
tne report indicates that roof at the face should have been sounded often, 
Uncerground employees often try to »ull down loose roof, and because it does 
not fall easily they think it will stay uw for an indefinite period and will 
fail to set nrons under it or to keep testing it at frequent intervals; this 
nas caused many fatalities in coal mines in Illinois, as well as in virtually 
11 other States in which coal is mined, 


a 


Fatality 24 


& timberman was killed by a fall of top coal in a room, The coal bed 
had talzen an abrupt div during the last machine cut, and as a result the snot 
holes were near the slate, leaving the top coal with a loose end at the face, 
The deceased and his buddy were setting nrops in the place when the roof coal 
fell; the fall exposed a sliv at tue face, 


The report contains no information regarding the distance of the props 
fron the face or whether the roof at the face had been tested carefully before 
the deceased and his buddy started, Several of the foregoing paragraphs on 
fatalities due to fells of overlying material indicate that after the fall 
slips were exnosed at the face; this shows the necessity of all underground 
ermloyees exercising the greatest care in safeguarcing overlying material, 
even when it annears to be safe, Any roof that cannot be made safe by timber— 
ing should be taken down, and all roof snould be timbered systematically, even 
wien it seems solid and safe, 
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While preparing to set a prop a miner was injured by a fall of top coal 
and died the following day. 


the report states that the deceased was setting a prop near the face of 
a room; the prop was about 2 inches too log, and he was picking some of the 
top coal so that he could get enough height when the top coal fell, The re- 
port also states that the top coal in the room where the accident occurred 
was difficult to keen wm, 


svidently the condition of the top coal was worse than the deceased 
realized, and the jarring due to hitting it with the pick caused t to fall 
more easily than it would have done otherwise, 


The report does not say whether the roof was tested carefully, but if it 
nad been tested carefully by the vibration method the looseness very probably 
would have been indicated, When it is difficult to hold up top coal in such 
rooms it should be taken down, If this cannot be done, crossbars used instead 
of single »rops probably will reduce the hazard in rooms with this kind of 
roof, 


When dangerous roof must be timbered with single orups which are not of 
tne »vrover length, tne distance snould be measured and the props sawed to the 
cesired length in a safe nlace; this would male it unnecessary to cut in the 
roof or dig a hole in the bottom to accommodate the props, thus reducing the 
time to be spent under the loose roof, as well as eliminating unnecessary 
jarring, | 


Fatalities 26 and 27 
A loader and a timberman were killed by a large fall of slate. 


How near to the face nrovs were set in tnis vlace or how carefully the 
rocf had been tested is not stated in the renort; it was known tnat the roof 
was "bad", as the timberman was called into the place by the deceased loader 
and his buddy to make it safe, ‘The two men went into the side of the room to 
loarn, if possible, whether or not the roof was working; while they were 
listening a large fall occurred, killing both men instantly, After tne fall 
of slate occurred a slip was observed along one side which caused the slate 
to fall suddenly. 


The information in this report again indicates the necessity of carefully 
testing and timodering rooms and using the greatest precaution, particularly 
were the roof is known to be likely to contain slivs; evidently these two 
men erred in their judgment and advanced too far under the roof before sound- 
ing and listening, 
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Fatality 28 


A miner was killed by 2 fall of slate while loading cozl et the face of 
nis room. 


snere eS a "uorsebaci” across the face at the edce of a fall of coal, 
and tae deceased und been pulling: corm coal from the face and londiug it into 
@ cor, «is buddy told him to set sone safety vrovs; he had set one pron, 
which was not enowush, and continued to load coal when the slate fell, Killing 
him instantly. . 

"Horsevaccs® are likely to contain slips and are extremely dangerous to 
worlc under; they snould be tested at rezular intervals by the vibration method 
end wien possiodle snowld be tatcen dovm if they show indications of being loose, 
If they cannot be taken dowa they snovld be securely timbered immediately. 
Tne nazard from "horsebnrcis® in the roof would be reduced if the foremen wovld 
require a system of timbering to suoport them, 


Yatality 29 


4& couveyor loader was xilled instautly by a fall of slate, , 

Tne report states that the decersed and his budcy were loading coal ona 
conveyor when aniece of conzlomerate material about o fcet long, 4 feet wide, 
end 4 to 4 inches thick fell, killin; Fim instantly. 

The report does not say whetner the roof had bean sounded before or after 
the men started to load the coal, There is always more or less vibration | 
Curing the onerntion of conveyor loaders or other mechanical loading devices 
wnich right cause loose roof to fall before it would otherwise do so, The 
noise of the machinery also prevents employees from hearings a loose  siece cf 
material wnen it is "working" and abovt reacy to fall. Loaders should be re- 
quired to stop mecnanical loaders at regular intervals and sound the roof 
carefully; if it is lovse the roof eitner snould be taken down or securely 
timbered, 


A trip rider was killed by beinz crushed betireen two cars. 


Tie deceascd was working on the night snirt and had worked only tree 
shifts at this mine wnuen the accident occurred, The motorman and trip rider 
were delivering material and had »ulled their triv into a room to permit the 
main-line locomotive to vass, Thinking the last car of his trin was in the 
Clear, tne decensed signrled the motorman to ston and was standing nea> tue 
outby end of tne last car when the main-line trin started out. whe locono~ 
tive of the main-line trip, being narrower than the cars, vassed the deceased, 
but he was cauzht between the cer of coal and car of material and kiiled al- 
most instantly. 
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Anparently, the deceased was a victim of mistaken judgment as to the 
amovwnt of clearance necessary for the trips to pass, He was also standing 
at avery ha:ardous place and douwbstless could have stood elsewl-ere and avoided 
the accident, Notninz is said in the renort regarcing iustructions to the 
aeceasec. as to now ke sho-4d nervorm his work or the hazards cornected with 
it, ciew men vweaceqgininted with the haulaseways, rolling stock, and methods of 
working at a mine are wore or less lisvle to be injured; therefore it is good 
mining practice to give 2il new men instructions rezardirg their worl. One 
company did this in 1963, aad the accident rate amonm new employees was much 
lower than it was amoug the older ones, 


A rule should te adopted and enforced in 211 conl mires stating how far 
the last car of a tiin snculd be fiom the feces or straight-line track to 
permit sufficient cierrance, even though an employee shovid be standing at the 
end of a car as the deceased was in this case, The reilvoacs have hed many 
accidents from this cause and as a result now place nosts in the angle between 
the straight and sorr tracks to show where cars should be placed to permit 
sutficient clearance, 


Tatality 31 
A shot firer was killed by a fall of face coal, 


According to the report on this fatality the deceased was shooting with 
a battery; he had fired the shots on the risht side of the room and was attach- 
ing the shot-firinz cabls to the leg wires ofa snct on the left side when the 
face coal fell, killing hin, 


Falls of face or rib coal are responsible for the death of many employees; 
shot firers and other emmlovees workiug near the face of rooms or entries 
shold examine the coal carefully before starting to work, as well as at inter~ 
vals wnile at work, 


A miner was electrocuted in amine, “Tne revort states that the ceceased 
with nis brother was laying a nine line when the former came in contact with 
Live wires and was electrocuted; the wires were insulated and fastened to a 
board which crossed tue entry, ard the floor was demp at the place where the 
accident occurred, 


The report indicates that the insulation on the wires wes not sufficient 
to prevent electric shock or was broken and wnguerded in places on the wires. 
Cften the insulation on electric wires, particularly weathernroof insulation, 
is not sufficient to prevent electric shock, therefore little reliance should 
be placed on insulation alone, Nothing is said in the report as to the part 
of the body that came in contact with the wire, Many cases of electrocution 
have been prevented by employees wearing insulated safety caps; insulated sefety 
shoes also will prevent accidents of this kind and snould be worn by all en- 
ployees, particularly those working arcund electrical equipment, Underground 
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power lines should be much more definitely protected or safeguarded from con- 
tact with persons than they now are in most mines, 


Fatalities 33 and 34 
two men were killed by falling down a shaft, 


they were helping to retimber a shaft when the scaffold on which they were 
working broke; both fell about 150 feet to the bottom of the shaft and were 
killed instantly, Examination of the lumber of which the scaffold was con- 
structed snowed that it was defective, 


Lumber used for scaffolds in retimbering shafts or any other kind of work 
should be selected with the utmost care to prevent similar accidents, Some 
companies refill the snaft with ashes or similar material to the point to be 
retimbered, then remove the ashes as they retimber, 


Fatality 75 


A iziner was seriously injured by a fall of bone coal and died 24 cays 
later, 


This fatality occurred in a mine where a layer of bone coal 12 to 15 
inches thick was left for a roof, The place was examined about 6:00 a.m, and 
reportec in good condition; the accident occurred at 9:00 a.m, The deceased 
was preparing to set a prop under the bone coal when it fell, injuring his 
right hip and lez; infection developed in the wound, causing his death, After 
the roof had fallen it was observed that it contained a slip at tne face, 


Although nothing is said in the revort as to whenor how the roof was ex- 
amined, it is presumed that the deceased imew it was loose, cor he would not 
nave been preparing to set a prop, However, the information in this report 
again indicates the necessity of examining roof carefully, and taking the roof 
down if it cannot be timbered safely. Tne wound infection may have been caused 
by careless and improper first-aid treatment; all injuries in which the skin 
is broken, whether large or small], should be treated as soon as possible to 
prevent infection, 


Fatality 36 


A loading-machine helper was izilled by a car which ran over the end of 
the track, crushing hin between the car and the face, 


The duty of the deceased was to work at the face of a room, The loading 
maciuine had "cleaned uo" the left side of the room and was moving to the right 
Side; while the lading machine was moving to the right side the motorman 
pulled the trips of two cars, one of which was being loaded and contained 
about 1,200 nounds of coal, toward the mouth of the room so they would be out 
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oi tue way of the loading machine, After tie loading machine had been moved 
to tne rignt side the motorman started to push the emmty trip to the macnine 
to rinish loading the car, Wien the motorman started to vnush the trin down- 
gvade to the room face it became uncoupled from the locomotive, and two cars 
ran over the end of the track to the face, a distance of about 20 feet, catch- 
luz the deceased between one of the cars and the face, 


The report does not say whether it was a defective cowling or something 
else that caused the cars to become uncoupled from the locomotive; if a defec- 
tive coupling was the cause it indicates that a closer inspection should be 
made of the couplings. Wien cars are being placed in rooms going downgrade, 
all employees should be proliibited from working at the face in direct line 
with the track; as a precautionary measure, under such conditions, a substan- 
tial block should be placed near the end of the track and allowed to remain 
there until it is determined that the motorman has control of his trinv. 


Fatality 37 


A miner was killed by a fall of slate while loading a car, 


The report on tnis accident states that the deceased was working under 
roof that he lmew to be dangerous and had informed a ininer working in an ad- 
Jacent room that he was going to set some provs after ne loaded a car or two, 
but the slate fell and killed him before the coal was londed, 


Mining history is renlete with records of fatalities of emmloyees who 
were going to timber slate or take it down after they had loaded a car or two, 
or did some other work, and as in this case the slate fell and either killed 
or seriously injured them, All underground employees who think or know that 
roof is loose should either timber it or »vull it down before doing any other 
WOrnx. 


If foremen observe men working under or near dangerous roof they should 
insist that the men either null dovm the loose material or make it safe by 
timbering it before leaving the place, A "word of warning" is not sufficient, 
as it is often isnored, and hundreds of coal miners have gone to their graves 
througn having ignored suggestions or orders of foremen or through having 
deferred compliance with sugzestions or orders until some more convenient 
(cuture) time, 


Fatality 28 

A conveyor loader was killed by a fall of tov coal, 

Ee and nis buddy were preparing to leave the face of an entry to load 
coal in another place and were loading their cable and tools on the conveyor 
when the tov coal fell, fracturing the skull of the deceased, The roof in 
this section of the mine was very bad and contained many slips; however, the 
roof was good at the face where the men were loadinz, but a piece fell from a 


layer of top coal whic extended from the face over the conveyor, 
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tie report did not say how long it had been fron the time the roof was 
somiced until the tep ccal fell; all roof, particularly that coutaining slins 
were londing niachines are used, should be tested at regular intervals by the 
vibration ond sound metiods, If tie loose roof cannot be taken down, some 
system of tinbering should be adopted to suwoocrt it. 


Patalivy 09 
A comany man was killed by a fall of slate, 


&£ timberiaan nad placed suonorts within about 3 feet of the piece of slate 
thet fell, The deceased ara his burdy sounded the roof before they sterted to 
wor. and reported it solid; the face boss was in the place about noon, sounded 
tne roof, and saic it was solid, Tue slate fell about 2:05 owm,., and it re- 
quired several mon to remove the slate from the cecensed, The resort coes not 
lidicavs the distance between the last row of prons and the face or tne method 
used to sound the roof, but, if the roof hed been sounced more frequently and 
the vidration method used, tue looseness of this slate probably would have Deen 
detected, All uncerground workers snold use the greatest care in testing 
roof, particularly wien working at or near tne face, where the largest percent- 
age oF mine e:nployees are injured, 


Fatrlity 40 
' A machine onerntor was electrocuted when his necls came in contact with a 
trolley wire, 


Gne deceased and nis heloer were running the cutting machine into a room 
switcn, The nelocr was attenaing to the miciine cavle, wiuica was detacned 
from the power line; the cecensed was sitting on the machine, probably looking 
back to see if his helver had attacned the machine cable to the feed wire, 
wien he touched the trolley wire with tne bacl: of nis neclk, fis nelner iimed- 
lately oulled the cut-out switch on the trolley wire, sumionea nelo, and 
started artificial resoiration which wis continued for 2 nours and 40 minutes 
without response from the victim, 


Too mach care cannot tbe exercised by emoloyees worlring around electrical 
equinoment, particularly vn-jwarded, wiinsulated wires, such as trolley and 
maciuine nower lines; mine managements snould make every erfort to suard such 
wires, The United States Bureau of Mines recommends$/ that "trolley ané other 
bare wires should be adequately guarded wherever the wire is less than 64 feet 
above the level of tne ton of the rail," In recent yenrrs fatalities and 
siiocizrs from bare electric wires have been one of tne princionl causes of acci- 
dents in coal mines, Weany minine men belicve that suarcinug the trolley or 
bare power lines rt intorsections where men vass unuer them is sufficient 
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protection, but there have been many fatalities from unsuarded, bare, electric 
vires at points where haulage crews or other employees have come in contact 
with them while rerailing or uncowling cars, or for some other reason, Com- 
panies tuat have installed and raintsined guards for trolley wires througnout 
the trolley haulage roads neve been reonid in the reduction of accidents caused 
by contact witn trolley wires, 


Those who adninistered artificial respiration to the deceased are to be 
commended altnouzh tieir efforts were unsuccessful; however, many lives have 
been saved by men who lmew what to do in such accidents and were able to give 
artificial respiration immediately; therefore, all rien a in and around 
mines should be trained in first sid, _ 


Fatality 41 
A conveyor loader was killed by falling face'ccal,. 


According to the report on this accident tne deceased and his son were 
loading coal on a conveyor. Evidently the deceased was loading the loose 
bottom coal underneath the standing face coal wien a large piece of the 
latter, weighing 3 or 4 tons, fell and injured nim so badly that he died 
about 12 hnours later, 


Falling face coal has caused many similar fatal accidents in Illinois, 
Waile visiting different mines in the State the writer has observed miners 
first loading the bottom coal from under the standing face coal and then 
letting the top face coal fall over en masse; this is poor mining practice 
and will continue to cause accidents in mines as long as it is followed by 
the miners and permitted by the management, Tne top face coal should be pulled 
down first instead of being undermined by londing out the bottom coal; miners 
who follow this practice do not have accidents similar to tle one that caused 
this fatality, If it is necessary to undermine the standing face coal, it 
snould be syragged pronerly until the undermining nas been comoleted, 


Tatality 42 


ae 


A driver delivered a trip on the parting, unnooked the tail chain, and 
was in the act of coupling tne moving cars wien his head was caugut between 
2 cars and crushed so badly that he died in the hospital about 8 hours later, 


Coupling moving cars has been responsible for many fatal and very serious 
nonfatal coal-mine accidents; it is a practice that snould be discontinued 
in all mines, When the cost of accideuts and delays caused by this practice 
is considered it is fornd to be very uneconomical, Some mining commaries in 
Illinois prohibit the practice and state that they produce at least as much 
coal by couvling the cars when not in motion as they formerly did when cownling 
"on the fly", 
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Fatality 43 


A miner was killed by a fall of slate, 


The room was reported in excellent condition; the deceased wedged off a 
smill piece of coal at the face and had started to examine the roof when the 
slate fell, killing him instantly, A dlind slip was exposed by the slate 
fall, | 


Whether the piece of slate that fell was suvported by the "chunk" of coal 
wedged off the face, or whether it was a piece of slate some distance from the 
"chunk" of coal, is not stated in the report; neither is it stated how care- 
fully the roof had been tested before the accident occurred, If the roof had 
not been examined properly the jarring produced by wedging may have caused the 
slate to fall, dowever, the information in this report, like that in several 
of tnuese renorts, indicates that roof should be tésted carefully and often, 
particularly roof that is imown to be likely to contain slips, nonree or 
"horsebacks,® | 


Fatality 44 


A timberman was killed by a fall of slate, The report on this accident 
states that the entry on wiich the fatality occurred had been standing idle 
for about 6 years; as a result of this period of idleness considerable slate 
had fallen; and the deceased, with some other employees, was "cleaning wp" 
the slate and retimbering the entry. The deceased was standing on some fallen 
top coal trying to pull down a Piece: of. loose slate when a piece above and 
behind it fell and killed him, 


Evidently the deceased misjudged the condition of the slate above the 
piece he was trying to taxe down, otherwise he would not have tried to pull 
down the slate with the loose roof behind him, 


This report also indicates that roof should be tested carefully, When 
entries have been standing idle for a long period and the conditions are 
Similar to those existing on this entry they should be retimbered, if possible, 
before the greater part of the slate is cleaned, This can be done by first 
loading enough slate along the ribs to set legs on wnich a crossbar can be 
placed; after the crossbar is properly lagged, forenoled lagging can be used 
to a point where it is necessary to set additional crossbars, 


Fatality 45 
A loader was killed oy a fall of face coal, 
A loaded car in the room had been pulled, and the motorman was returning 
with an emoty, The deceased was pulling down loose coal on the right side of 
he room with a pick, He had finished picking and was walking toward the 


center of the room when about 1,000 pounds of face coal fell, partly covering 
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nim, The renort states thet the condition af the room was good, tne roof 
being solid with no slips visible, Doubtless the face coal was loose in the 
center of tne room, and when the dece2ssed started to ovll down coal on the 
risnt rib with 1 pick the jarring from the blows of the vici caused the coal 
to fall, 


Accident reports show tnat many fetal and very serious nonfatal accidents 
eve been caused by falling face coal; therefore care should be used when 
workin around standing face coal or ribs near feces; tne coal should be tested 
carefully and, if. loose, nulled dorm if nossibles; if this carmnot be done, the 
coal shoulda be sprasged unti? it can be taicen down, 


Fetality 46 


_— 
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& miner was snubbing bottom coal in a room when he was killed instantly 
by a fall of face coal, 

Tie above is all the inforaation coatained in the reports however, the 
cause of the fatality again indicates the necessit; of carefully testing and 
spragsing the faces, particularly after they have been undercut, 


gatality 27 
A trin ricer was killed by being crushed between the cars and rib, 


Tnis accident occurred during the night shift. The mnotorian and trin 
rider had finisned their shift and were en route to the shaft onttom; as they 
went around a turn onto the main entry the deceased tried to null cut a cute 
out switch on the trolley line but missed it, Ne then jumped off the locomo=~ 
tive on the inside of the turn where the clearance was insufficient and was , 
crushed between the car anc the rid, 


Since tunis accident the coumany ‘ias issued orders to all motormen to bring 
their locomotives to a full ston before a trin rider nulls a switch on the 
Srolley lines, Comliance with this rule will »revent similar accidents in 
the futures however, where possible, enouwh clearance should be provided on the 
inside of the turn as well as on the outside, 


A mechanic was scalded so badly he died a short time afterward, 


Tre mine where this accident occurred had been idle for 2 or 3 days while 
repairs were made to the hoisting engine. The renairs had been completed and 
the steam turned onto tne engine for about 5 minutes by nartly cpening the 
main steam valve, ‘The ceceased went to the basement of the engine room to 
remove a wedge holding the engine brake when the throttle valve burst; ne was 
cought in the escaning steam and scalded so badly that he died within a short 
time, 
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The blowing out of this throttle valve may have been caused by stresses 
set uo by the unequal expansion of the metal, To prevent similar accidents 
the company intends to set the engine in a neutral position use a release 
valve and pass the steam through the pines and cylinders to let them heat 
before the full head of steam is made available to operate the engine, 


Fatality 49 
A miner was killed by falling dorm the shaft. 


The report on this accident states that the deceased was coming up cut 
of the mine on the cage when for some reason he released his handhold and fell 
back between the cage and shaft timbers; there were seven other men on the 
cage with him, but they did not see what hanpened until they heard the noise 
caused by the body rubbing against the shaft timbers, 


_ What caused the deceased to release his handhold wnile on the cage is nov 
imown as those on the cage did not see himat the time, All men riding on 
cazes should be cautioned to retain a firm handhold until the cage stops}; 
preferably all cages should be provided with doors or gates which should be 
kept closed at all times when the cage is in motion, 


Fatality 50 
A driver was kicked in the abdomen by a mule and dicd 14 days later, 


The report on this accident states that the deceased was taking 2 empty 
ears into an entry and intended to switch 1 into a room, He reached down to 
unhook the tail chain from the car when the mule kicked him. 


The report does not state whether this mule was what is known in mines as 
an “outlaw®, but if it was it should have been taken out of the mine, However, 
as men have been killed by being kicked by mules that had worked in the mincs 
many years and were considered gentle and trustworthy, all drivers and others 
working with or around miles should be very careful to stay out of reach of 
their hind feet as much as possible, and entries and other places in woich mule: 
work should have sufficient clearance so that the driver is not compelled to 


keep continually in close proximity to the mule. 


A trip rider was caught between two loaded cars while trying to couple 
cars in motion, the second fatality durim; the year caused by attemoting to 
couple cars while in motion, 


This practice is hazardous as well as expensive and should be discontinucd, 
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Fatality 
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A conveyor loader was izilled by a f-ll of face coal. 


according to the report on this accident the eeceased and his buddy were 
loading coal from a break-through onto a conveyor from the second cut in the 
break-through, The coal on the left rib of the crosscut where the deceased 
was working was shaped somewhat like a horsesnoe, therefore there was loose 
coal in front and behind him, end it contained some slips. The deceased had 
pulled down soe loose coal, and he and his buddy had started to shovel again 
when more fell, 


This is another fatality to add to the evidence that judgment alone will 
not prevent accidents from felling face coal, Face coal should be tested 
carefully and often by vibration and sound methods, Foremen can be instru- 
mental in preventing many accidents from this cause by insisting that face 
workers test carefuliy the faco coal around wiich they are working, and if 
the coal is loose cither pull it down or sora: it securely. 


Fatality 53 
A conveyor loader working in pillar work was killed by a fall of slate, 


The revort states that the nillar worl: was "good" in the section where 
this accident occurred, The roof was rock and sounded solid not long before 
the accident occurred; the rock thet fell wes about 4 feet square and 4 inches 
thick and did not contain slins, 


The report on this accident gives no information as to whether the place 
was well-timbered or as to the interval between the time when the roof was 
tested and when it fell, Information in the report, however, indicates that 
too mucn confidence cannot be placed on the anpearance of a working place in 
@ mine, and because roof may sounc solid at one time it will not necessarily 
remain solid for an indefinite period; there is always more or less weight 
onthe roof in pillar work, and as a rule it is considered more hazardous 
than working in the faces of rooms, ultiiough some companies produce consider- 
adle tonnage from pillar work and have very few accidents, The roof in 
pillar work, as in any other worxing place, should be tested carefully and 
often and kept well~timbered, 


ratality 54 
A motorman was electrocuted by contacting the resistance of a locomotive, 
The deceased and the trin rider were cleaning the roadway, each loading 
in a different car, The deceased had finished loading his car and sat down 
on tne locomotive while waiting for the trip rider to finish loading, While 
sitting on the locomotive he came in contact with the unguarded resistance, 


He was taken to the top and artificial respiration applied and continued until 
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the doctor arrived, Had artificial resniration been applied as soon as the 
deceased was removed from contact with the resistance, ne might have revived. 
All emmloyees working in and around mines, particularly those working on elec- 
trical equioment, shovld have first-aid training and be instructed in the 
proper procedure in such accidents, 


Since this accident the comgany has placed guards on the resistence of 
the locomotives, which will prevent similar accidents if the guards are kopt 
in place, This accident indicates that all bare uninsulated conductors of 
electricity, around which men are required to work, should be well guarded 
in all minas, 


Fatality 55 


4-miner was fatally injured by a fall of slate and diced the following 
GLY » 


He was working in a gang setting a cutting machine to undercut a place 
when a piece of.rock fell, striking him on the back of the head and knocking 
dis head against the mochine, 


Judging from the recommendation in the report the deceased was anxious 
to cut the place and failed to test the roof carefully, It is believed that 
all employees worizing at the facs, irrespective of occupation, should tale 
time to test the roof carefully and, if they find any loose slate, either 
pull it dovm or timber it. Roof should also be tested carefully at regular 
intervals while men are working in a place, | 


Fatality 56 


A motorman was killed instantly by being run over by a locomotive, 


He was en route to the shaft bottom with his locomotive at the end of 
the shift when he ran into anotner locomotive anead of him and was knocked 
froa his locomotive, which passed aver him and xilled him instantly. 


Shether the other locomotive had stonned or the deceased was running at 
a high rate of speed is not stated in the renort, MWowever, judging from the 
report the deceased was apparently ruming his locomotive too fast; this is 
poor practice, particularly at the end of a shift when cmployees are anxious 
to get out end are under more or less of a nervous strain, Many accidents 
occur under these conditions, and in general the fault is due to poor super— 
vision; nothing is gained by being in w hurry, for if all of the men arrived 
at the shaft bottom at the same time only a certain number could be hoisted 
on the cago, and the others would nave to await thoir turn. Mine foremen 
should set a safe and reasonable speed limit for the operation of locomotives 
while en route to the shaft bottom at the end of a shift and should see that 
motormen do not exceed it, A comoany in Illinois, because of a sinilar acci-~ 
dent, adopted a rule that all locomotives not used for man trips suould be 
coupled togetaer and the locomotive trip taken to the bottom by one motorman, 
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Fatality 67 


A miner was killed by a fall of slate, 


‘le and his brotuer were loading a car when slate from a "horseback" which 
contained some slips fell and fatally injured the deceased, death resulting 4 
cays after the accident; his brother stated that they knew the slate was loose 
and intended to set two provs after the car was loaded, 


sis is at least the second fatality during the year caused by failure 
to taize down or timber slate although tiie miners Jmew the slate was loose but 
deemed it safe to-load a car first, Similar accidents will occur as long as 
mon take such chances and are permitted to do so; any miner or loader found 
working under loose roof and indicating that he would timber after his car 
was loaded should be severely disciplined, 


Fatality 08 


A comsany man was Jcilled while delivering vowder to the face workings, 


According to the report on this accident tne deceased was delivering 
powcer on the night shift with a mille ard was going through a curtain when 
his light was extinzuished, A "horseback" projected down from the main roof 
abous 12 feet fromthe curtain, the lower part being 52 inches above the rail 
aud 12 inches from the top of the powder car, After passing through the cur- 
tain he raised up, and his head was caught between the "horseback" and car; 
nis spin,l cord was severely injured, and death occurred the day after the 
accident, 


Where rolls, "horsebacks", or other sudden breaks occur in roof on road- 
ways used for haulage purposes and constitute a hazard, they should be taken 
down, Had the deceased been using an electric cav lamp he would have retained 
his light after he nassed through the curtain and probably could have seen the 
"horseback"; curtains constitute more or less of a hagard on haulage roads in 
coal mines, and wherever »ossible doors or brattices should be substituted, 


Fotality 59 


A cutting-machine helner was killed by a flying bar imocking him into the 
macnine bits, Presumably the machine operator and the deceased were under- 
cutting a place with a breast machine, were prevaring to mace the second cut, 
and had placed an iron bar between the cutter head and the coal, After the 
maciline had been started tie deceased asked the overator to stop the machine, 
as he wanted to change the cutter head; after tne cutter head was changed tne 
macnine was again started, when the iron bar flew out and knocked the deceased 
into the machine bits, 


Probably the machinemen were moving the machine into place with the power 
when the bar flew out and knocked the helner into the bits, Many machinemen 
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neve been injured or killed by this practice, and it should be discontinued; 
it may be more wor to move the machine with a bar, vut it is less hazarcous, 


Fatality €1 
fn anprentice miner was killed by falling face coal, 


2ne report states that the ceceased was loading coal in an entry when a 
large chunk from a stending snot rolled over and killed him, The mine manager 
was in the place and had sounded the coal; he reported it solic and apoarently 
safe to work near by, 


Evidently this piece of coal was not pronerly tested; often a lar se 
"cirink" of coal may sound solid when hit with a pick, but if the tips of the 
finsers are placed on the chunk and it is hit lightly with a pick in tne other 
hand (this is known as the vibration method) the indication may be that the 
chu vibrates, hence is loose and dangerous and should be pulled down, al-— 
though it Goes not sound "hollow, 


Fatality 62 
A trip rider was killed by beinsy run over by a loaded trin, 


The haulage crew had delivered a trin of empty cars on the varting but 
nad failed to observe whether the marker on the last car of the trip wnen it 
left tue shaft oottom vas still on the car when the trip was placed on ‘the 
perting., Four emty cars had become uncoupled from the trip and were stand— 
inz in a sag on the main haulage road, Members of the haulage crew en route 
to the snaft bottom were going downgrade with the loaded trip when tney ob- 
served the empty cars about 250 feet ahead of the locomotive; the deceased 
jumped off the locomotive and was killed by the loaded trip, the motorman 
sinding him benind the trin, | 


The nurncse of markers on tne rear end of haulage trips is to indicate 
when part of a trip has uncoupled; this is a safeguard for all emloyees work- 
inz on or around haulageways, narticularly for motormen and trip riders, and 
they snould see that the markers are on the trins when they are delivered to 
the nartings and shift bottom, Some commanies have a red storage-battery 
light for a marker, When placed on the rear end of empty trios these lights 
in some instances stand avove the tops of the cars so tnat the motormen can 
see them at all times, These trin lights are recommended hignly by motormen 
who use them, 


Fatality 63 
& coal miner was killed instantly by a fall of slate in a small mine, 


Tie deceased and his buddy, who was also the mine manager, were working 
in a room; after firing a shot and waiting for the ventilation to remove the 
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smoke, they had gone back to tie face of the room and started to vull down 
some coal when the slate fell and irilled tie deceased instantly, 


Apparently neither the deceased nor his buddy tested the roof before they 
started to work at tue face; all miners, regardless of the condition of the 
roof, should alvays test tne roof carefwlly after shots have been fired, and 
if there is any loose roof they should either pul]. it down or timber it 
securely, 


Fatality 64 


A miner, who was also the mine manager, was killed by a fall of slate 
waile opening a new mine, 


The entry where the accident cccurred lad been criven about 40 feet, 
Tne deceased had been cautioned about the roo? but went to work under it re- 
gardless of the cautions; he was shoveling coni from the face when a piece of 
slate about 4 feet wide, 6 feet long, and 10 inches thick fell and crushed 
his spine, 


It is regrettable that mine officials will take such chances with loose 
roof; loose roof is no resvecter of persons, and resardless of a man's occwna- 
tion at the mine the roof should be tested carefully and often, 


vatality 69 
A timberman was killed by a fall of slate, 


The deceased and his buddy were prevaring to nut wm two sets of timbers 
in an entry, and it was revorted that the roof sounded fair; both men were 
disging holes in the ribs for lezs when the slate fell on the deceased, 


Since the deceased and his buddy were malcinz preparations to timber this 
slate with crossbars, it is evident that the slate was loose, Although the 
report does not state what method was used in testing the roof, it is nrobable 
tnat had the roof been tested carefully by the vibration metiod the indication 
would have been that the roof was dangerously loose instead of "fair" and that 
safety vroos snould be set, A number of timvermen have been killed by similar 
accidents which could have been orevented by setting safety props in the 
center of the entry until the crossbars were in place, 


Fatality 66 


A triv rider was killed when his head was crushed between a prop and a 
car, | 


The renort states that the deceased was switching a loaded car from one 
room to another; while throwing a switch he fell and caught nis head between 


a prop and the car wnich crushed his sill, killing him instantly, The prop 
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was 1/7 inches from the ruil and & inches from the side of the car; vlenty of 


space was aviil eons ana tne prop cculd heve been set far enouzh from the rib 
vo allow sufficient clearance, 


Tne report coes not say what caused the trip rider to fall; it may have 
been conl or some other ovstruction on the roadway; whatever it was siuouid 
be consic¢sred the orincinal cause of the accident end removed, The  2rop un- 
doustedly was a contributing factor; all mines should have standards soecify- 
inz that »orops ox otner obstructions be nlaced so as to allow sufficient 
clearance from the videst piece of rolling stock, 


Fatality 67 


A miner was killed by a fall of slate, 

ne ang liis buddy were working in an entry and turning rooms as the entry 
auvaiuced, They had finisued loading a car in the crosscut of a rooms tne de- 
ceased obtained powder end started to the face of the entry to tamp some holes; 
when adout 14 feet irom the face, the slate fell and Isilled hin. The entry 
was timbered within 15 feet of the face, 


This accident, lize many others mentioned, indicates tnat roof should he 
sounded carefully and often. Dovbtless tnis accident would have deen pre- 
vented had the timbers been maintaired nearer the face and safety prons used, 
line management snould adopt systematic timbering and at all times maintain 
the pron line as near the face as vossible, 


tality 63 


ic 


A car dropver working on tne surface was killed by being crusned between 
a losaced railroad car aud the scalelouse, 


The loaded cars at this mine are weighed automatically by passing: them 
over a track scale as they run oy gravity from the tinple to the storage yard, 
Clearance betveen tne railroad cars and the scalehouse was insuificient, and 
the car Cropoers had been warned of this fact, The deceased was ricing a 
loaded car from the tivple to the storage yard, and as it apnroncheaG the scales 
he saw that the car he was riding was going to strike one tnat had stonpe 
nartly on the scales, When he saw the crasn tas inevitable he crossed over to 
tne side of the car where the step was located, on the scalehouse side, evi- 
dently with the intention of gettin; off, forgetting that tnrere was not enough 
Clearance, and was ciushed between the car and the building, 


Since this accident the comnany nas movec tue scalehcuse to allow enough 
clearence; the question of clearence should be given due consideration at all 
mines wien tuildings are ocing constructed alongside railroad tracizs, and even 
when mistalzes are discovered after construction it is rar better to make 
necessary changes before than after an accident occurs, | 
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feteolity 69 
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A loading-machine helper was killed by a fall of slate, 


The coal had been loaded on the left sides of the room, and the deceased 
was cleaning wo tne coal left by the loading machine when the slate fells it 
Was reported tnat tne nlace was well-timbered, tuat a prop had been set under 
the slate that fell, and that the machine onerator nad sounded the roof some 
time before and found it solid, Moreover, tne foreman stated that he was in 
the room about half on hour before the accident occurred and found it well- 
pronved and anvarently in good condition, 


The time that elaosed between the last testinz of the roof and the acci- 
dent is not given in the renort, If a prov was under the slate that fell, 
evidently it hed been poorly set, or it was not larre enowsh to swmvort the 
slate; tiis accident also indicates that the roof, narticularly where loading 
michines are used, snould be sounced carefull: and often and the rooms kevt 
well timbered ot all times, 


Fatality 70 


—— ee 


A conveyor loader was killed by being crusned betveen a car and the face, 


At the time of the accident the deceased had loaded about 1,500 pounds 
oz coal cirectly into the inody enc of the car; as the room was going downgrade, 
and the rails were wet, a sprag was placed in each wheel on one side of the 
car and & scotch block in front of one of the wheels on the ono»rsite side, 
Probably tne coal in one end of the car caused it to upend and skid off the 
end of the track, crusiinzg the decoased betieen tne car and the face, 


In loading cars in dotmgrade olaces it is not good vractice to load the 
inby end of the car first, as the weight often causes the car to wend and 
run over the end of the track, varticularly when tne rails are wet; there 
nave been many fatal accidents in Illinois mines in past vears due to poorly 
bloczed cars running over the end of the tracizs in dovngrude places and crush- 
ing the loaders between tne car and the face, Mine managements should adopt 
2 substantial method of blockinzs cars at the face so that they cannot get 
loose anc cause accidents of this kind; numerous effective devices or methods 
are available for the prevention of such accidents, 


An operator of a si2a1] mine was killed on the main heulage slope by a 
mine car, = 


According to the report on tiis accident the track in this slope was in 
food condition, but rain had washed out’the ballast under a tie about 6 feet 
inby the slope mouth, The engineer was hoisting an emmty car, and probably 
tne rope flinned under the end of the tie, The deceased and anotner employee 
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were standing in a refuge hole and heard a noise similar to that made by a de- 
railed car; as the noise increased the deceased stenned out of the refuge hole 
to signal the engineer to stop vhen there was a loud crash, the car brolce 
loose, ran back, and caugi.t the deceased before he could return to the refuge 
hole, The rope had a swivel near the hook, and tie swivel pin was made of 
erey iron about three fourtiis inch in diameter; the oin had a flaw in it, 
vaicn caused it to break when tle rove caught under the tie, 


Proper drainage should have been nrovided to prevent wasiinz out the bal- 
last under the ties near the mouth of the slove; also guards should have been 
placed over the ends of the ties wiiere the rove flivs about or enough ballast 
over the ends of the ties so that tne rope could not catch on them, Judging 
from the information contained in the revort, a cast-iron nin was used in the 
rone; tne pin as well as the hook and rone should have been mace of the stronz- 
est and toughest material available, and hooks, swivel, and ropes used for 
hoisting coal in slopes should te inspected carefully at regular intervals, 


SUMMARY 


Although the cause of each fatality and methods of preventing similar 
injuries in the future have been discussed in the review of Illinois fatalities 
for 1933, it may be worth while to discuss some of the contributory factors 
most frequently associated with the accidents, 


The Illinois accident reports for 1933, like those for the 50-year period 
1882 to 1932, inclusive, show that tne iajority of men were killed by falls 
of roof, sides, and face and by haulage accidents, Falls of roof were 
responsible for 36 (50.7 vercent) of the 71 fatalities in 1933; falls of faceo 
and sides for 9 (12,7 percent); haulage for 13 (18.3 percent); and electricity 
for 3 (4.2 vercent),. | : 


Falls of Roof 


A study of the reports snows that some of the contributory causes for the 
fatalities from falls of roof were as follows: Feilure to test the roof at 
rezular intervals, failure to set enough props, and failure to use safety 
props, 21 fatalities; too much confidence in personal judgment as to how long 
roof will continue to be safe to work uncer, 6 fatalities; failure of foremen 
to require miners either to pull down or timber loose slate immediately, 3 
fatalities (foremen had been in the »laces, observed men working under daner- 
ous roof, instructed them to be careful or set props, and nad then left the 
place); failure of miners immediately to set props under roof they knew was 
dangerous, instead of waiting to load a car first, 4 fatalities; and props 
of improper length and an unimown cause, each 1 fatality. 


Failure to sound roof properly and at regular intervals or to set enough 
props, or failure to use safety orops, has caused the greatest number of acci- 
cents from falls of roof; the fect that 21 (58.5 vercent) of the 56 fatalities 
from falls of roof were due to these practices indicates that there must be a 
radical departure from them in the future if the accident rate from falls of 
roof is to be reduced, 
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foo often, accidents occvr from falls of reof because foremen anc workers 
place too much confidence in their om jucement as to how lone loose roof .ill 
Stay uo before prons shoulda be set. There are too muny variable facvors in 
root control, sone cf which cannot always oe detezmined even with the best of 
root, for eithsar foremen or woriers to denead solely upon their jucement; the 
fact that 6 oF the &G fatal accidents from falls of soof ia 1083 were due to 
roof that soundad solid a snort timc before it fell is svfficient evidence 
that this is taue, 


ifiners often fail to set oroos under loose roof when tuey want to do 
otaer work, suca as loading « ecr or drjlliug a hole, which they consider more 
imoortant at the time; this lias ciused the ceath of many miners in the nast, 
end 4 men were killed in illinois in 1935 by falls of roof vhen the deceased 
smnew the roof was locce but was sing to load a cay before he set the props to 
secure the slate, Unstnonrted loose “roof wil] fall, and the mining industry 
Will continue ti nave fatalities therefrom as lonz as miners are willing and 
nermitted b, the manavrement to wor: wider such hazardous conditions, The 
prover time to timber or null dovm louse roof is vefore otner work is done, 
and all mines snould require the systeratic placing of timbers at certain 
stated intervals, with the definite understanding that when additional timbers 
are needed tney shovld be set witnout delay, 


when some foremen observe men working under danerous roof they instruct 

them either to De careful or to set »rovs anc tnen continue on their tour of 
inspection; some reliable workers can be denended upon to commly with the in- 
structions given by a foreman while others cannot. Three mirers in Illinois 
were killed in 1923 by falls of raof a short time after foremen, who had ob- 
cerved them working under dangerous roof, had warned them to be careful or 

iad instr-cted them to set »roos. The foremen should have required the men 
to make the places safe at once and should heave remained until they did so, 
until supervisors require men to inxke their vlaces sare or stop working there, 
fatalities from this cause will contime,. 


By onerating mines for a year without. comoensable injury from falls of 
roof, some Illinois mining companies have proved that these accidents can be 
prevented or at least srently ceduced in number, 


The 36 fatalities were not caused by large, uncontrollatle masses of roof 
but by roof that could have been timbered securely or taken down, which indi- 
cates that the prevention of accidents frem this cause is not beyond tne 
ability of the management and workers if they male a determined effort to con- 
trol tne nazard, 


The following vrocedure, if adopted in all conl mines, would tend to re- 
duce folls of root accidents: (1) Systematic sounding of roof by the vibration 
method; (2) systematic timberine, annlicable to each section according to roof 
condition and syecifying the maximum distance vroxs should be set from the 
readside and face when the roof is 01d, additional »vrons to be set when the 
roof is bad; (3) less confidence in roof that su>posedly sounds good, and, 
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instead, maintenance of the vrop line as close as possible to the face and use 
of safety orops near the inby end of the car or loading machine; (4) insistance 
by foremen that miners either securely timber dangerous roof, null it down, or 
stop working in the nlace until it is made safe; (5) making miners realize tnat 
tnere is no way of determining how long loose roof material will stay up be- 
fore »rops should be set and that it is essential that loose roof be timbered 
securely or nulled dorm before other work is done, 


Haulaze 
In proportion to the number employed, more miners are killed by haulage 
than by any other one cause in tne mine, During the 50 years 1882-1932, 
inclusive, in Illinois coal mines 1,111 men (approximately 18 percent of the 
total fatalities underground) were killed by haulage; in 1933, 13 men (20 per- 
cent of those killed underground) were kilied by haulage, an increase of about 
© percent over the 50-year period, 


whe causes of the fatal injuries due to haulage in 1933 are essentially 
similar to those of preceding years, In 1933, 8 men were killed by mine cars, 
& by coupling cars on the "fly", 2 by locomotives, and 1 by a kick from a mule, 
Of the 8 men iilled by mine cars, 1 was killed by a poorly blocked car and 1 by 
a car which uncoupled from tne locomotive, in each case the car running back 
and crushing the deceased against the face; 4 men were killed because of in— 
sufficient clearance between the cars and the ribs, timbers, or another car; 
1 was killed when he jumped off a locomotive and was run over by the cars; and 
lL was killed when a slope hoisting rope broke, which allowed a car to run back-— 
wards, derail, and crush the deceased against the rib, Of the 2 men killed by 
locomotives, 1 was killed when his locomotive, which was traveling too fast 
while en route to the shaft bottom at the end of the shift, collided with 
another locomotive, and he was turown under the wheels, and 1 was killed when 
the rear end of a locomotive on which he was riding was derailed by a "split" 
switch and his leg was crushed between the locomotive and ribs, 


Although revorts of Illinois and other mining States snow that many men 
are killed or seriously injured each year by haulage, it certainly cannot be 
beyond the ability of the management of Illincis mines to eliminate or guard 
against such hazards as those responsible for the death of 13 men in 1933, 


Insufficient clearance between the cars and the rib, timbers, or other 
cars was responsible for 4 deaths, If a determined effort is made, sufficient 
clearance can be maintained between cars and ribs or timbers, or other cars, 
in practically all mines, varticularly at points where haulage crews are re-— 
quired to do the greater part of tneir work, 


A poorly blocked car and failure to place a safety block on the track to 
iceeo cars from running back to tie face caused 2 deaths, Proper blocking of 
cars on wo and down grades is not given enough consideration in the majority 
of coal mines; in most mines small nieces of coal, can pieces, or small pieces 
of wood are used for blocking cars; such blocks can be imocked out easily 
while the car is being loaded, alloving the car to run back to the face or out 
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onto the antry either to kill or seriously injure a worker, The management and 
tne worker snoula realize that noorly blockee cars represent a distinct hazard, 
more or less liable to kill or injure men, therefore only good, substantial 
devices or nethocs should be used to block cars on w or dow grades, 


Couoling cars on the "fly", resyonsible for 2 deaths, is an unnecessary 
practice; and wien the cost of accidents, derailments, and other delays caused 
vy the practice is considered it will be found that the economic loss is too 
great to permit the oractice to be continued, 


two men were killed by locomotives, One was running his locomotive too 
fast en route to the shaft bottom at quitting time wien it collided with another 
Locomotive and he was thrown off and run over, The sneer of locomotives can 
and should be controlled, particiulnirly wnen en route to the snaft bottom at 
quitting time; the fact that tne majority of workeis are in more or less of a 
hurry to set out of the mine at tne end of the shirt indicates that greater 
care and rigid saneivision and discipline should de exercised at this time to 
control the sneed of locomotives and thereby prevent such accidents, Tne other 
man killed by 2 locomotive was ceught Detveen the locomotive and the rib when 
the rear end of the locomotive was cerniled by a "split" switch, There is no 
zood reason why switch throws siovld not be used at room Se aponeen iets well as at 
main—-line switches; if switch throws were maintained in good condition at room 
switcnes, svci accidents would almost surely be prevented, 


That the greater number of haulage accidents can be vrevented is indicated 
by the records of sone Illinois mines as well as of some mines in other States, 
Some Illinois mining comoanies have greatly reduced havlage accidents by pro- 
hibiting such unsefe practices as couoling cars on the "fly", jwmoing on and 
otf rapidly moving trips, ond back poling and by insisting on such practices as 
securely blecisins cars on graces, using switch throws at all switches (including 
room switches), maintatuing; sood track with sufficient clearance along tue 
haulagevays, and tzesving the rondways free from spillage and well lighted, 


A company in another mining State onerated a mine 43 months without a 
Llost-time accicent to the haulage crews, Doring this time they transvorved 
1,039,733 tons of coal and worked 144,900 man-hours, If some Illinois companies, 
as well as some iu other mining States, can onverate mines with few if any lost- 
time haulaze accidents, all mines in tne State cen be overated in that way if 
tue orooer time and Se are syent in solving the problems connected with 
haulage hazards, 


slectricity 


Electrical accidents have increased in late years, due larzely to the rapid 
incresse in the use of electricity in the mines; however, the nazard connected 
with the usc of electricity can de controlled if desired, In 1933, 3 men were 
killed by electricity, of whom 2 contacted trolley wires and 1 the resistance 
of a locomotive, Such accidents as these can be vrevented; the United States 
Bureau of Mines recommends that bare electric wires, around which men are 
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required to work, snould be well-cuarded, and the resistances of locomotives 
snould also be well-guarded. If close inspection is made of all electrical 
equipment used in mines, such as cutting, drillinz, end loading machine S, 

pump cables, switchboards, and switches, and the equinment is maintained in 
good, safe operating conditions, accidents due to electricity can be virtually 
climinated, 


amlosions 

Althoush only one death was caused by was explosions in Illinois during 
1933 the explosion hazard always exists in mines which nave explosive gas or 
dust; however, there is no reason why explosions cannot be prevented if the 
proper precautions are taken, Adequate ventilation, together with close in- 
spection of the working places, old workings, and seals for possible accumula-— 
tions of gas, are absobutely essential if explosions of gas are to be avoided. 
Some of the companies operating the largest and most gassy mines in the State 
maintain sufficient volume of air to keep the oxygen content above 20 percent 
and the methane content around or below 0,5 percent in the return air of each 
section, If this can be done in some of the largest and most gassy mines of 
the State, it can be done in all mines by having a suitable fan for the mine, 
clean aircourses, tisht overcasts and brattices, and well-fitting trapndoors, 
together with reasonubly efficient operating: practices to keep these ventilat— 
ing accessories in zo0d working condition. 


In recent years nonpermissible electrical equipment has been the source 
of ignition in many sas exnlosions, although the United States Bureau of 
Mines has been advocating for a number of years the use of permissible elec— 
trical equipment as a means of preventing the ignition of exnlosive mixtures 
of methane and air, If more equirment of this type was used the explosion 
hazard would be reduced, as users of permissible equivment claim that because 
of its more rugged construction and larger motors it gives better efficiency 
with less maintenance than the nonpermissible type. 


Many coal—dust exolosions, as well as mine fires, in the vast have been 
caused by the use of black blasting powder; such exnlosions and fires can be 
prevented by the using permissidle explosives as recommended by the United 
States Bureau of Mines, The use of rock dust in all coal mines will prevent 
the propagation of an explosion, once the explosion has started, if enough of 
the dust is anplied to the passageways and the incombustible content is main-— 
tained between 60 and 70 percent, depending to some extent on the percentage 
of gas in the return air, the volatile ratio, and the fineness of the dust 
of the coal seam being worked, 


In the foregoing summary only some of the principal causes of accidents 
in Illinois mines have been discussed, but enough evidence has been presented 
to show that at least a large percentage of the accidents from these causes 
can be prevented, The hazards that caused the least number of fatalities, 
&s well as those that caused the greatest, can be guarded against or eliminated 
if the management and workers desire to do so. 
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CONCLUSIOUS 


The first essentials in accident-prever.tion work are to make a close 
study of the work to be done, recognize tne hazards instend of ignoring them, 
and if possible either to eliminate the hazards or guard against tnem before 
accidents occur. 


Any accident, whether or not it causes an injury, should be investigated 
tnorougniy; the fuct that one or more employees are not injured when an acci- 
dent occurs only means that no one napoened to come in contact with the forces 
at the time, 


An accident that nas occurred may be considered past history, as anything 
that is done afterwards can at best only to a very limited extent alleviate 
the suffering of those injured ov reimourse the comany for proverty damage 
caused by the accident. Tuerefore, after thorugh investigation of an accident, 
a report should be made giving the underlying causes (of the accident, not of 
the injury) to prevent similar accidents in future. In most instances tne 
cause of ain injury is evident, but it is not alvays easy to detect and correct 
tne cause of the accident responsible for the injury, which must be done if 
similar injuries are to be prevented, 


22580 a 25 a 


Google 


